RESULTS: Dichotomous predictor variables for length, height, and width were calculated separately based on differential percentile scores and combined with age in a logistic regression analysis. The logistic regression model was statistically significant, c 2 (4) ¼ 299.825, p < 0.000. The model explained 80.5% (Nagelkerke R 2 ) of the variance in procedure type and correctly classified 94.6% of cases. Sensitivity was 85.3%, specificity was 98.1%, positive predictive value was 94.57%, and negative predictive value was 94.55%. This created a predictive weighted index incorporating age with length, height, and width. Age >50 years counts as one point, while length (>11 cm), height (>8 cm), and width (>6.9 cm) each count for 3 points resulting in a potential scale range of 0 to 10 points. An index score of 4 or higher suggests the need for an alternative to vaginal extraction (94.5% of the current sample). Factoring in patient parity or uterine volume to the equation did not statistically influence the predictive power of the model. CONCLUSION: We have created a simple model for predicting vaginal extraction of specimens during laparoscopic hysterectomy. In the current environment, with morcellation under scrutiny, this may enable clinicians to better anticipate the need for an alternate route of specimen delivery and counsel patients accordingly.
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OBJECTIVES:
Rectovaginal fistula (RVF) may occur as complication of malignancy, obstetric trauma, radiation, inflammatory bowel disease, infection and/or surgery. Flaps may be used in fistula repair to aid healing in complex cases refractory to standard techniques. The purpose of this study was to investigate outcomes of flap reconstruction of RVF. MATERIALS AND METHODS: All patients who underwent flap reconstruction of any type of fistula at Mayo Clinic between January 1995 and December 2014 were identified using electronic medical records for this retrospective cohort study. All men were excluded. Women undergoing RVF repair using flap reconstruction were then identified and baseline demographics including surgical indications were obtained. Surgical outcomes and complications were collected by chart review. Operative success was defined as absence of fistula recurrence within six months of surgery. RESULTS: A total of 59 patients were identified as having undergone flap reconstructions for management of a fistula. Of these, 42 (71.2%) were women and, specifically 31 had a flap used in the treatment of a rectovaginal fistula. Rectovaginal fistula etiologies included 10 (32.3%) with malignancy, 7 (22.6%) with Crohn's disease or ulcerative colitis, 6 (19.4%) with obstetric complications, 3 (9.7%) with diverticulitis or infection, and 5 (16.1%) other. There were 35 flap reconstructions performed on this cohort of 31 women. A total of 20 (57.1%) had prior fistula repair attempt before flap reconstruction. Of the 35 flaps used, 13 (37.2%) were Martius, 11 (31.4%) were gracilis, and 11 (31.4%) were other (omental, psoas, mucosal, and rectus abdominis). Overall, 19 (54.3%) had successful repair, while 16 (45.7%) experienced recurrent fistula. Of the 10 who had preoperative radiation, 7 (70%) had successful repair. Of the 10 who had malignancy, 7 (70%) had successful repair. Of the 7 who had inflammatory bowel disease, 5 (71.4%) had successful repair. Three (50.0%) of the 6 patients who had obstetric etiology had successful repair; however one of these patients experienced a flap failure followed by flap repair success resulting in an overall success rate of 42.9% in patients with obstetric etiology. All patients with obstetric etiology had experienced at least one failed repair prior to flap placement. CONCLUSION: Flap use in repair of RVF is a viable option, particularly in complex cases. Approximately 70% of patients who had preoperative radiation, malignancy, or bowel disease had successful flap reconstruction of RVF. Flap reconstruction was less successful in women with a complicated fistula of obstetric etiology.
